The way patients with advanced cancer and their caregivers communicate with physicians can have significant effects on the quality of care they receive and their quality of life. 1, 2 Most patients with advanced cancer want physicians to talk honestly and informatively, but they also want sensitivity and compassion. 3, 4 Most patients with advanced cancer also want to participate actively in their care; this involvement benefits both patients and caregivers. 3, 5 Active patient (and family/ caregiver) participation in these conversations-asking questions, making requests, stating preferences, and introducing topics-can help physicians identify, clarify, and understand patient goals, needs, preferences, and values. 6 However, conversations involving poor prognosis and planning for end-of-life care often go unspoken or take place when the patient is close to death, too late to affect clinical decisions. 7, 8 Physicians may wait for patients to initiate these conversations, and patients often do not for many reasons, including fear, deference, and ignorance. 9 Still, early discussion of end-of-life care is associated with care more consistent with patients' goals. 3, 10 Explaining why some patients and caregivers are more engaged in these conversations is difficult because of the complex ecology of these encounters. An ecological perspective on communication in
clinical encounters holds that patient and caregiver engagement in physician consultations is a product of multiple factors, including personal characteristics, context (eg, clinic location), and physician communication. 11, 12 Personal characteristics affecting patient participation include confidence in their ability to express goals, preferences, and needs. 13 Differences in patients' communication are also related to race, gender, age, and education. 11, 12 Additionally, affective states including fear, worry, or anxiety may manifest in patients' expressions of concern or avoidance.
14 Patient participation also can be influenced by a physician's communicative style, including the degree to which physicians try to facilitate involvement through partnership-building and supportive talk. 15 2 | METHODS
| Research setting and participants
The data were collected as part of the VOICE study, a cluster randomized clinical trial of a patient-centered communication intervention.
The protocol for this study and its rationale have been described in detail elsewhere. 21 14 These include asking questions, expressing concern (stating fear or anxiety, or vocal cues of negative affect), and assertiveness (stating preferences, introducing discussion topics). 14 These "active" forms of patient participation are considered so because of their potential to influence physician behavior and beliefs as well as the content and structure of the consultation (See Supporting Information for examples). 28 We also coded 2 types of physician communicative acts that sup- For physicians, the number of partnership-building responses and number of supportive utterances were computed for each interaction.
| Post-consultation measures
The post-consultation outcome measure for both patients and caregivers was the Health Care Communication Questionnaire (HCCQ), a 5 item self-reported measure of the patient's sense of support of their autonomy by their physician (eg, engaging them to ask questions, responding to their concerns). 31 Patients and caregivers independently completed this assessment after their consultation with their physician; thus, HCCQ scores were analyzed separately.
| Data analysis
To identify independent ecological predictors of patient and caregiver participation and meet our first aim, we created mixed-effects linear regression models using each of the active participation variables (questions, expressions of concern, and assertive responses) as outcome variables. We initially planned to test 3 sets of models, each predicting patient participation, caregiver participation, or caregiver plus patient participation. However, no variables were statistically significant predictors of caregiver participation and are not reported here. For these models, physician partnership building, physician supportive talk, demographics, and patient pre-visit measures were used to predict each of the 3 types of patient participation and patient plus caregiver participation. Demographics included gender, race, age, relationship status (partnered or not), and education. Although we do not include the results here, we also tested models predicting physician communication behaviors. In these models, physician characteristics
were not statistically significant predictors of physician communication behaviors. To meet our second aim of identifying participation variables that predict perceptions of autonomy, mixed linear regression models were used. Separate patient and caregiver measures of respect for patient autonomy were our outcome variables.
All the mixed-effects linear regression models were specified to account for the nesting of patients/caregiver (units of analysis) within physicians (units of randomization). Physician-level covariates for study site (New York vs California) and oncologist subspecialty (breast cancer vs not) were also specified to account for the stratified randomization.
Because correlation between patient PEPPI and THC score is high and significant (Person correlation coefficient = 0.62), we dropped the less significant PEPPI from the models to avoid multicollinearity.
| RESULTS
Of 119 patients studied, the majority (n = 83, 70%) had caregivers present during the visit (Table 1 ). Just over half of patients (55%) were female, and 70% of caregivers were female. Although most patients and caregivers were white, they ranged in education. The physician sample was mostly male (68%) and mostly white and Asian (53% white, 45% Asian, 2% African American). Means, ranges, standard deviations, and reliabilities of pre-visit measures are reported in Table 2 . Participation variables for patients, caregivers, and physicians, along with inter-coder reliabilities, are also reported in Table 2 . Table 3 presents predictors of patient and patient/caregiver participation in consultations. Physician use of partnership-building predicted the degree to which patients were assertive and expressed concerns. In these models, no patient demographic predicted any of the participation variables. Among pre-visit measures, the only When caregivers' active participation behavior was combined with patients', the results were similar to analyses of patients alone, with 2 exceptions (Table 3) . First, physician partnership building predicted combined patient and caregiver question asking. Second, patients and caregivers at the California site asked more questions than those at the New York site.
Finally, although patients' and patients' plus caregivers' expressions of concern and assertive responses in the encounters did not predict patients' or caregivers' post-consultation perception of physician support for their autonomy, measured by the HCCQ, questions did-more patient and caregiver combined question-asking predicted patient perceptions of more autonomy support. In addition, there was a negative relationship between patient perception of autonomy support (HCCQ) and the presence of a caregiver (Table 4) .
| DISCUSSION
The results of this study highlight the importance of examining diverse influences on patient and caregiver participation in advanced cancer visits. Physician difficulties are well chronicled, ranging from delivering bad news to introducing non-curative care options, but more active patient and caregiver participation can reveal concerns that may be more effectively addressed during these visits. 17 These results may indicate that accompanied patients experienced less autonomy support from their physician because of the caregiver's mere presence or that there is a collective relational autonomy that transcends the individual. 36 The relationship between perceived autonomy support and accompaniment in the clinical encounter could also speak to fundamental differences between patients who have the social resources to bring a caregiver to a visit and those who cannot. Furthermore, the relationship between advancing patient age and decreased caregiver ratings of physician support for patient autonomy suggests that advanced age may be an important factor for accompanied patients. Our findings underscore the complexity of patient autonomy in advanced cancer as their capacities decline and the role of caregivers in supporting patient autonomy. aware of the potential inhibiting effects of caregivers. Our results suggest that accompanied patients perceive less autonomy support from physicians; physicians should actively seek to support the autonomy of accompanied patients when they want to and are capable of making their own decisions.
| CONCLUSION
In advanced cancer care, patient and caregiver communication is affected by ecological factors, including personal, physician, and situational characteristics that influenced patient and caregiver participation during consultations. The presence of a caregiver in advanced cancer visits adds complexity to this environment, but partnership building techniques may help promote patient and caregiver participation during these visits. Because advanced cancer visits may involve decisions that impact the patient's care and quality of life, encouraging patient and caregiver participation during these visits is paramount.
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